STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF CHILD SUPPORT SERVICES

PATERNITY DECLARATION INFORMATION REQUEST
(FOR USE BY PUBLIC AGENCIES ONLY)

REQUEST TYPE: [] VERIFICATION [] cEeRTIFIED copPy [] rFaxep copy

CHILD’S NAME (FIRST, MIDDLE, LAST)

CHILD’S COUNTY OF BIRTH CHILD’S DATE OF BIRTH
MOTHER’S NAME (FIRST, MIDDLE, LAST) MOTHER'S DATE OF BIRTH
FATHER’'S NAME (FIRST, MIDDLE, LAST) FATHER'S DATE OF BIRTH

REQUESTOR INFORMATION

AGENCY REQUESTER NAME PHONE NUMBER

REQUEST DATE CASENUMBER FAXNUMBER

NAME OF COUNTY

] cHiLD suPPORT AcENcY [ WELFARE oFFice [ courTs

RETURN MAILING ADDRESS

SEND WRITTEN REQUESTS TO: California Department of Child Support Services
Paternity Opportunity Program
P.O. Box 419070
Rancho Cordova, CA 95741-9070

SEND FAX REQUEST TO: (916) 464-5062

FOR FURTHER INFORMATION CONTACT A STATE POP COORDINATOR AT: (866) 249-0773

FOR STATE USE ONLY

[] RECORD ON FILE [] copy ATTACHED [J NO RECORD FOUND

INITIALS AND DATE:

CS 919 (7/02) PATERNITY DECLARATION INFORMATION REQUEST (FOR USE BY PUBLIC AGENCIES ONLY)



	CS 919 (7/02): Paternity Declaration Information Request (For Use by Public Agencies Only)
	Form


